polyneuropathy (pnp) has been reported to be a possible phenotypic feature in Gaucher disease type 1 (GD1), while less is known about PNP in type 3 (GD3). We performed a cross-sectional study, exploring PNP in a Swedish GD cohort. Clinical assessment and blood biochemistry were carried out in 8 patients with GD1 and 11 patients with GD3. In patients with symptoms or clinical findings indicative of PNP, nerve conduction studies and quantitative sensory testing were performed. Assessments were compared to historic controls. A subclinical small fiber neuropathy (SFN) was demonstrated in 2 of 8 patients in the significantly (p = 0,021) older GD1 cohort. A large fiber PNP was evident in an additional 3 GD1 patients but could not be ascribed as disease manifestation. No GD3 patients exhibited neurophysiological evidence of small or large fiber PNP attributed to GD3. Compared to historic controls, no significant group differences were evident with regard to neuropathy rating scores. In summary, our study does not support large fiber PNP as a prevalent manifestation of GD. SFN is a possible feature in GD1, although small sample size limits definite conclusions. Our study provides novel data, arguing against clinically significant small or large fiber PNP in GD3.
Biochemistry. Non-fasting venous blood samples were collected for complete blood count, blood differential, creatinine, electrolytes, liver function test, s-electrophoresis, p/s-glucose and/or B-hemoglobin A1c (HbA1c). As part of the targeted assessment of cobalamin status, levels of p/s-homocysteine (Hcy), s-folic acid (folate), s-vitamin B12 (B12) and s-methylmalonic acid (MMA) were determined. Analyses were carried out according to established GMP approved clinical routines at Karolinska University Hospital, Sunderby County Hospital and University Hospital of Umeå.
Neurophysiology. Patients describing symptoms compatible with PNP, or an UENS score ≥4, were scheduled for electrodiagnostic testing. UENS is considered sensitive in detecting small fiber neuropathy (SFN) and a cut-off value of >4 has been used in previous studies evaluating sensory predominant PNP in patients with PD 14, 16, 17 . Considering previous phenotypic descriptions of PNP in GD1, including SFN and axonal large fiber sensorimotor PNP, the cut-off value of ≥4 was chosen 7, 18 . Testing was performed at three different sites (Stockholm, Sunderby and Umeå) and the protocol consisted of unilateral motor and sensory nerve conduction studies from the median, peroneal, tibial, ulnar and sural nerves. The parameters were carried out with Natus, Viking EDX (Cephalon A/S; Denmark) and compared to normal values corrected for age and/or height. Quantitative sensory testing (QST) was performed bilaterally in feet and unilaterally in hand. At the University Hospital of Umeå, QST was performed with Modular Sensory Analyzer Thermotest (Somedic; Sweden), at Karolinska University Hospital with Medusa, TSA II (Cephalon A/S; Denmark) and at Sunderby Regional Hospital with RollTemp (Somedic; Sweden).
Controls.
Historic controls were used for comparison of UENS scores and biochemical measurements including MMA, B12, Hcy and folate. The controls are part of a previously published study which recruited control subjects aged 55-70 years with no previously known diagnosis of PNP, diabetes mellitus or alcohol overconsumption 17 . In order to generate a sample size comparable to the GD cohorts in the present study, the 11 youngest historic controls were used.
Statistical analyses. Categorical variables were compared with Fisher's Exact Test. Non-parametric
Mann-Whitney U-test was used for comparison of numerical variables. A two-tailed p-value of <0,05 was considered significant. All statistical analyses were carried out with IBM SPSS Statistics for Windows, version 25.0 (IBM Corp., Armonk, N.Y., USA). Table 1 . One patient declined participation and the cohort (n = 8) had a median age of 54 years. Three of the patients (Pt 1, Pt 5, Pt 6) reported symptoms compatible with PNP, along with an UENS score ≥4. An additional two patients (Pt 2, Pt 8) had an UENS score ≥4 without reporting symptoms.
Results

GD1 cohort. A summary of the characteristics of the GD1 cohort is shown in
Patient 1 (Pt 1) was not assessed electrodiagnostically, since an established chemotherapy induced peripheral neuropathy due to lung cancer was present. Neurophysiological evidence of a symptomatic mild demyelinating motor PNP was found in Pt 5 and Pt 6. In Pt 5, an alcohol overconsumption was evident and the patient exhibited a mild folic acid deficiency. Pt 6 received treatment with miglustat and further investigation could not identify any other cause of PNP. The two asymptomatic patients with an UENS score ≥4, Pt 2 and Pt 8, both demonstrated findings on QST compatible with SFN ( Table 1) .
Mild Hcy elevations were seen in three patients, however none of the GD1 patients showed evidence of functional cobalamin deficiency, as reflected by normal MMA levels (Table 1 ). No patient demonstrated increased levels of HbA1c or visible monoclonal gammopathy.
GD3 cohort.
A summary of the characteristics of the GD3 cohort is shown in 13 , b Absent ankle reflexes, further testing limited due to cognitive impairment, c Reference range as shown in Table 1 .
Discussion
The present study, comprising 8 GD1 and 11 GD3 patients, demonstrated two cases interpreted as GD1 associated SFN and no clear case of GD1 or GD3 associated large fiber PNP.
In two GD1 patients with large fiber PNP (Pt 1, Pt 5), the underlying etiology was clouded by co-morbidities and the large fiber PNP found in the third GD1 patient (Pt 6) was confounded by exposure to miglustat. Since the initial treatment study from 2000, miglustat has been debated whether or not it could be causative of PNP 19 . The previously referenced study from 2010 challenged such association by demonstrating an increased prevalence and incidence of PNP in GD1 patients not receiving miglustat 7 . In the present study, we considered miglustat a potential confounder and the demonstrated PNP in Pt 6 was not interpreted as a disease manifestation.
Two GD1 patients exhibited clinical signs and findings on QST compatible with SFN with no other identified cause. Thus, we cannot exclude SFN as a possible phenotypic feature in GD1, although the current study lacks a sufficient sample size do draw firm conclusions. We note that the GD1 cohort tended to have a higher median UENS score compared to the older historic controls, although not significant (p = 0,19) and influenced by the other causes of PNP identified in the GD1 group (Table 3 ). The absence, in our GD1 cohort, of large fiber PNP as a clear disease manifestation differs from the previously referred study 7 . However, in that study, the sample size was larger and no neurophysiological assessment of SFN was carried out. Thus, we cannot exclude the possibility of co-existent SFN in the PNP cases reported there, which would be in agreement with the SFN cases detected in our study and the study by Devigili et al. 18 . A longitudinal follow-up of our GD1 cohort could discern whether patients with SFN are at risk of developing large fiber involvement over time.
Three of eleven patients in the GD3 cohort had symptoms compatible with PNP, of which none demonstrated neurophysiological evidence of SFN. Only one patient, Pt 16, showed evidence of mild large fiber PNP, but co-morbidities prevented the establishment of a causal relationship to GD3.
With regard to PNS involvement in GD3, previous studies are scarce. Eleven patients with Norrbottnian GD3 were evaluated in a study from 1980, including motor nerve conduction studies and electromyography, without signs of PNP. The majority of these patients were under the age of 20 and no assessment of small fiber function was carried out 19 . To our knowledge, no other systematic small and large fiber PNP evaluation has been performed in patients with GD3.
In the present study, a significant (p = 0,021) age difference is seen with a higher median age in the GD1 group compared to GD3. More specifically, the two GD1 patients with SFN were aged 55 and 61 at time of evaluation. Thus, SFN as a late-onset feature in GD1 is a possibility, similarly to what is seen with the development of PD in patients carrying GBA1 mutations 4, 20 . A higher prevalence of PNP in GD3 could have been expected, considering the greater CNS involvement seen in this disease subtype compared to GD1. There are possible explanations to our surprising findings in this regard. As mentioned, the median age was lower in the GD3 cohort why the existence of late-onset SFN as a feature in GD3 cannot be excluded. Furthermore, the molecular mechanisms underlying peripheral neuropathy associated with GD are not well understood, why different pathways generating CNS and PNS pathology respectively are possible. In this context, it is worth mentioning the established association between the GBA1 variant E326K and PD, a variant that surprisingly does not cause GD in homozygous state 21 . Finally, it is possible that unknown factors attributed to the Norrbottnian form of GD3 are not present in the global GD3 population, thus our results are primarily representative of the Norrbottnian GD3 population. Table 3 . Comparison with historic controls. A significant lower age in the GD3 cohort, compared to both GD1 and controls, is seen (p = 0,021 and p < 0,05). No significant differences in UENS scores between the three groups. Statistical tests performed with two-tailed Mann-Whitney U-test and Fishers Exact Test. Abbreviations: IQR -interquartile range, UENS -Utah Early Neuropathy Scale, s-MMA -serum methylmalonic acid, NSnot significant Footnotes: a GD1 compared to controls, b GD1 compared to GD3, c GD3 compared to controls.
Our study argues against cobalamin deficiency being a prevalent finding in GD, with only one asymptomatic patient exhibiting functional cobalamin deficiency (Tables 2 and 3 ). Thus, the study does not support an association between PNP and cobalamin deficiency in GD.
The main limitation of the present study is small sample size, which is attributed to the rarity of the disease. In the UK, a GD prevalence of 1 in 200 000 has been estimated 22 . However, since GD3 represents less than 10% of all GD patients, we believe the size of our GD3 cohort is a strength of our study 1 .
Confounding factors exist in the assessment of SFN with UENS and QST. QST is a subjective method and does not differentiate between peripheral and central sensory tracts, why myelopathy is a possible confounder even though we deemed symmetric findings as a requirement for SFN diagnosis. Furthermore, Pt 16 was examined with the less sensitive RollTemp instrument. Since this patient had other concurrent diseases, we do not believe the interpretation of our main findings would have changed if QST had revealed SFN. Moreover, we cannot exclude the presence of a subclinical PNP in Pt 9 and Pt 19, considering their mildly increased UENS scores. In this context, it is notable that Pt 19 was exposed to miglustat. Finally, electromyography was not part of the study protocol why a full assessment of potential lower motor neuron involvement was not obtained. Neuronal cell loss, including the spinal anterior horn, has previously been described in an infant with severe GD2 23 .
In conclusion, the present study did not identify large fiber PNP as a prevalent feature in GD, but we cannot exclude SFN as a possible disease manifestation of GD1 as proposed in a previous study 18 . This concept is clinically relevant when assessing pain in GD1 patients, since the treatment for neuropathic pain differs from skeletal or inflammatory pain 18 . Furthermore, considering the absence of neurophysiological evidence of small or large fiber PNP attributed to GD3 in our cohort, our study questions whether a clinically significant PNP is evident in, at least, the Norrbottnian form of GD3, despite the pronounced level of CNS disease severity associated with this disease subtype.
Future studies, including objective measures of SFN such as corneal confocal microscopy and skin biopsies, in GD1 and GD3 patients and matched controls, could further discern the prevalence, severity and underlying pathophysiology of PNP in GD.
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